and empirical research (American Psychiatric Association [APA], 2013) . We argue that this has not been the case with regard to PDs, which poses a problem for the validity of these diagnoses.
PD as a dimensional diagnosis, existing on a spectrum from normal to abnormal, is in some ways the most likely case (Clark, 2007) . This is because there is (1) a lack of aetiological evidence for a categorical conceptualisation and (2) relative academic agreement on a theory of dimensional trait models of personality. This paper presents the events surrounding the publication of the DSM-5 PDs section and introduces the debate surrounding dimensional and categorical conceptualisations. It attempts to explain the lack of a change to extra-scientific factors at work within the APA, centring on Thomas Kuhn's philosophy of science to consider why the Work Group's proposal failed, despite the fact that it incorporated the strengths of several dimensional models while retaining the possibility for categorical diagnoses.
The process leading up to the publication of the DSM-5
During the process leading up to the publication of the DSM-5 in late 2013, the APA considered a fundamental change to the conceptualisation of the PD diagnoses (Skodol and Bender, 2009 ). In several proposals, the Personality and Personality Disorders Work Group recommended that dimensional personality trait scores should be the foundation for PD diagnoses (Bastiaansen et al., 2013) . However, in the end, the APA Board of Trustees vetoed the final proposal, and instead substituted the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-TR) criteria almost verbatim (APA, 2013; Black, 2013; Oldham, 2013) . The hybrid proposal was subsequently placed in section III of the DSM-5 as an alternative model for PDs. With the removal of the axial system that had acknowledged the special circumstances surrounding the PDs diagnoses (Williams, 1985) , the PD section is now a set of categorical diagnoses on par with the others in the DSM-5 -in a sense, making these diagnoses even more categorically based than they had been previously.
The DSM-5 Personality and Personality Disorders Work Group, as the name implies, was specifically created to generate a coherent perspective on personality and personality psychopathology together, rather than focusing solely on psychopathology. Most of its members had been working with dimensional models in research on personality for many years. They had published criticisms of categorical models of psychopathology in general (Skodol et al., 2013a) and argued for a 'paradigm shift' in psychiatric nosology away from a neo-Kraepelinian model (Kupfer et al., 2002) . At the time, a shift to a dimensional model of PDs was seen as a 'spearhead' that could lead to similar revisions of other diagnostic categories in a 'contagion' effect (Rounsaville et al., 2002; Widiger and Trull, 2007) .
Sometime during the late 2000s, a change away from a focus on dimensionality took place within the DSM-5 Task Force. The APA Board of Trustees established an oversight committee and two peer-review groups, which reported directly to the Board of Trustees (Skodol et al., 2013a; Widiger, 2013) . When the Personality and Personality Disorders Work Group published its first proposal in 2010, it was one of the only work groups that had retained dimensional elements, a position supported by interest groups and the influential National Institute of Mental Health (Insel et al., 2010) . At this point, the National Institute of Mental Health had signalled to end funding of categorical research because of a limited scientific yield. These events seem to have had a destabilising effect on the Work Group and 'catalysed tensions' within the group (Skodol et al., 2013a: 344) . It also spawned criticism from psychologists who thought that the initial 'hybrid' proposal, which consisted of both categorical and dimensional elements, did not go far enough (Livesley, 2010; Widiger, 2011a) . In the end, two members resigned because of this disagreement (Blashfield and Reynolds, 2012) . The DSM-5 leadership cut the funding for a separate field trial for the hybrid model proposal, even though earlier trials had demonstrated good reliability. Those in favour of a change felt that opposition was largely an effect of personal investments in previous diagnostic approaches (Skodol et al., 2013b) . The conclusion to this 'debacle' (Paris, 2013; Widiger, 2013) seems to be that the proposal was largely rejected due to opposition within the APA and from the general field of psychiatrists, even though PDs interest groups and personality researchers were in favour of a change (Lanier et al., 2013; Skodol et al., 2013a; Thomas et al., 2013) .
Personality science: PDs as a dimensional construct
While the history of PD research is largely a psychiatric one, the history of personality research is overwhelmingly psychological. Two approaches, the lexical and the statistical, have been especially influential. Originating with Galton, and most rigorously followed by Allport and Odbert (see McCrae and Costa, 2003) , the lexical approach assumes that the most important personality characteristics will become a part of the concepts of the natural language, and that studying trait terms in the dictionary can yield a typology of human personality. The other approach, the statistical, is based on factor analysis of empirical results of surveys, and is the most widely used of the two approaches today (McCrae and Costa, 2003) . In Eysenck's hierarchical model of personality, personality is split into the three traits of extraversion, neuroticism and psychoticism (Eysenck, 1992) . Eysenck's model has influenced contemporary models of personality and personality traits based on factor analysis. The most influential of these is Robert McCrae and Paul Costa's Five Factor Theory of Personality (McCrae and Costa, 1997) .
PDs are defined in terms of experiences and behaviour showing a marked deviation from cultural norms. Whether they are best understood as pathological and maladaptive expressions of normative personality variations, or categorically distinct from normal personality functioning is largely an empirical question. If PDs are dimensional extremes of normal personality traits, specific constellations of traits should meaningfully mirror each disorder, which would pose a problem for a categorical conceptualisation.
Empirical support for a dimensional conceptualisation
Using a dimensional model of personality traits to understand PDs is a well established approach (Samuel, 2011; Watson et al., 2008) . The DSM-5 section III alternate model includes a dimensional measurement of self and interpersonal functioning and reduces the number of PDs from 10 to 6. Most importantly, it requires a diagnosis to include a score on each of five dimensional personality traits based on a total of 25 facets (APA, 2013; Lanier et al., 2013; Miller et al., 2015; Morey and Skodol, 2013) . These five traits are 'maladaptive variants' of the five domains of the Five-Factor Model (FFM) (APA, 2013: 773) . The critical question is whether a dimensional model meaningfully expresses PDs. A literature search of the academic databases PsychINFO and MEDLINE yields four meta-analyses on the applicability of a dimensional model of PDs, with a total of 52 independent samples and 13,640 unique respondents distributed over clinical and non-clinical populations (O'Connor, 2005; O'Connor and Dyce, 1998; Samuel and Widiger, 2008; Saulsman and Page, 2004) . These meta-analyses conclude that personality pathology can be adequately understood as constellations of extreme scores on the Big Five factors.
Since the last meta-analysis in 2008, there has been a virtual explosion in the number of empirical studies concerned with the relationship of dimensional traits to PDs symptomatology . The essence of this research is the finding that a dimensional conceptualisation can be used to predict the response to pharmacological treatment (Saunders and Silk, 2009 ) and psychotherapy (Barnicot et al., 2012) , and that a dimensional model of psychopathology appears valid cross-culturally (Madsen et al., 2006; Rossier and Rigozzi, 2008; Thiry, 2012) . For example, Morey et al. (2012) found support for the consistency of dysfunctional and normal personality traits in a 10-year longitudinal study, and Saunders and Silk (2009) found trait neuroticism and impulsivity-aggression to be predictive of response to antipsychotic medications in samples of patients with borderline PD. In general, these newer studies show continued empirical support for the theoretical and practical applicability of a dimensional model (Bastiaansen et al., 2011; De Fruyt et al., 2013; Le Corff and Toupin, 2010; Miller et al., 2015; Morey and Skodol, 2013; Samuel et al., 2013; Thomas et al., 2013; Watson et al., 2013; Widiger, 2011b) . Even so, such an approach has not been universally accepted.
Criticism of a dimensional conceptualisation
The most often voiced criticism of a dimensional conceptualisation is the dimensional model's lack of utility as a practical and prognostic tool (Clark, 1993; Skodol et al., 2005) . Critics argue that psychiatrists working with PDs do not have time for the extra work that would go into a multidimensional diagnosis, that mental health professionals, patients and relatives are all used to the categorical model, and that a new conceptualisation would require lengthy training (Black, 2013; Paris, 2013) . Furthermore, it is argued that some of the existing research into the treatment of PDs would become obsolete with a new conceptualisation. Psychologists, however, appear to have a different view. Mullins-Sweatt and Widiger (2011) , in a survey of almost 1800 American psychologists, found that most considered an FFM PDs model more clinically useful than the DSM model in terms of global personality description, client communication, comprehensiveness and treatment planning. For those patients not fitting the criteria for 1 of the 10 PDs, who are usually given a diagnosis of Personality Disorder Not Otherwise Specified (PD-NOS), a dimensional model also had significantly greater ease of application and was judged to be of higher value to professional communication. Other studies have shown a dimensional model to have moderate to high inter-rater reliability (Few et al., 2010) and convergent and discriminant validity . As it stands now, the categorical model's biggest weaknessesare overlapping diagnoses and the overuse of the PD-NOS category (Lowe and Widiger, 2009; Widiger, 2012 ) -in other words, arguments against the utility of a categorical model.
The argument that a change of diagnostic system would be negative because it would require clinicians to spend time learning the new model is, for obvious reasons, not in itself a convincing argument against the dimensional model, since this holds true for all changes. Nor is the argument that some research might become obsolete. A direct analogy is that it would have been unthinkable to retain a diagnosis of hypertension as a categorical disease simply because people were used to thinking in this way or because certain strands of research would lose their applicability.
A last argument against a shift is that it would potentially create unanticipated changes in diagnoses and treatment in the future (Samuel et al., 2012) . This, however, is true of both changes and lack of changes. The above research, however, indicates that the majority of changes would be positive. While unresolved uncertainties do exist, they are smaller and of a more transient nature than the weaknesses of the existing categorical model. These weaknesses include, as has been noted, extensive co-occurrence of PDs; heterogeneity between patients; little empirical basis for diagnostic thresholds and reification of disorders; over-usage of the PD-NOS category implying poor coverage of personality psychopathology; and a lack of new scientific breakthroughs (Blashfield and Reynolds, 2012; Skodol et al., 2013a; Widiger and Trull, 2007) .
Extra-scientific factors at work in classification
Viewing researchers as individuals and members of scientific communities helps explain the chain of events described above. Three complementary perspectives can explain why a categorical model was kept. The first of these deals with cognitive processes and is based on Rosch and colleagues' work on categorisation. The second is about the jurisdictions of different mental health professions, most notably psychiatry and psychology. The final perspective, which encompasses the preceding ones, sees the events as part of a scientific cycle of paradigm shifts and normal science.
Cognitive psychology and categorisation
Humans intuitively categorise things and create concepts, and from the moment they are born live in a highly categorised world (Rosch, 1978 (Rosch, , 1999 . Grouping distinguishable instances of something is principal to the creation of any nomenclature. In the history of psychiatry, mental illness sometimes has had a tendency to become reified, to be made thing-like and seen as part of the same system of natural phenomena as processes in the human nervous system and subject to the same laws governing the classification of the natural world of animals and plants. To classify is fundamental (Barsalou, 1983 (Barsalou, , 2009 , and it can be argued that the partition of disorders of personality into discrete categories is the cognitively primary way of looking at the world. The intuitive tendency is to attempt to 'carve nature at its joints', grouping mental disorders as diseases categorically different from normal functioning. This is corroborated in the field of medicine and psychiatry through centuries of work to classify and separate diseases. Apparent even in folk taxonomies of mental disorder (Blashfield and Flanaghan, 2008) , some of the opposition to dimensional categories can be interpreted as a reaction to the perceived 'chaos' it would impose on the classificatory system, as evidenced in the (empirically un-grounded) claims of low clinical utility (Spitzer et al., 2008) . Concepts and categories exist not in a vacuum but in social situations. When diseases are conceptualised as discrete things, admitting to the dimensional nature of some things would upset the entire system of classification. But even in this classical conceptualisation of PDs, there are several problematic elements. As we have seen, the borders of each PDs are inherently vague and there is a lack of specific necessary and sufficient conditions for membership. Rather, the categories seem more like prototype classification in a categorical guise. For example, the prototypical borderline personality is an abstraction that the diagnostic criteria of the PD attempt to express (Miller, 2012) . It therefore seems that even the current conceptualisation of PD does not conform to an entirely categorical understanding of disease. A related approach is theory theory, in which conceptualisation is analogous to scientific progress, and that changes in conceptualisation are analogous to the gestalt-shift that occurs in a change of paradigm (Gabora et al., 2008; Quinn and Oates, 2004) , akin to a Kuhnian framework.
Professional jurisdiction
Another hypothesis is that the failure of the Personality and Personality Disorders Work Group proposal was due to extra-scientific forces struggling for professional jurisdiction and enclaves of researchers with specific agendas. An example of an extra-scientific argument is some of the Work Group members proposing that a number of the psychiatrists' resistance to change is due to their personal investment in the existing model (Skodol et al., 2013b) . The argument here is essentially social-psychological and sociological, and falls into two parts: professional jurisdiction and 'invisible colleges'. Furthermore, as the 'debacle' of PDs in DSM-5 has shown, these factors are also relevant today.
According to the sociology of professions (Freidson, 2001) , professions have historically been engaged in conflicts for jurisdiction. In the field of mental health care, several professional groups are present, the most important for this discussion being psychiatrists and clinical psychologists. They often have similar lengths of training and experience and both require licensing to practice, but are schooled in different traditions. Moreover, top positions in psychiatric facilities are usually open only to psychiatrists, and there are differences in average salaries reflecting a difference in status (Starr, 1982) . The preparation of the Diagnostic and Statistical Manual of Mental Disorders, 3rd Edition (DSM-III), a psychiatric classification, met resistance from the American Psychological Association, which attempted to create an alternative psychological classificatory system (Blashfield, 1984) . This directly reflected fears of a loss of jurisdiction if the DSM were accepted as the authoritative classification. One reason for the ultimate rejection of the PDs proposal could be the fear that it would constitute a spearhead for psychologists to gain a larger influence on classification. Mirroring this, work on the DSM-5 has created a backlash from the British Psychological Society, recommending 'a revision of the way mental distress is thought about, starting with recognition of the overwhelming evidence that it is on a spectrum with "normal" experience' (British Psychological Society, 2011), a position they are still advancing today (British Psychological Society, 2014) . Early on, people who favoured the dimensional model have been psychologists, and advocates for the categorical model have tended to be psychiatrists (Black, 2013; Blashfield, 1993) . A counter argument is that there were both psychologists and psychiatrists present in the Work Group (Blashfield and Reynolds, 2012 ) and on the DSM-5 Task Force. However, that it was ultimately the APA Board of Trustees who rejected the hybrid proposal points to professional interests playing a role. Their job is to further the interests of the American psychiatric profession.
The second approach views researchers as social-psychological in-groups, as 'invisible colleges', a term that originates from the psychology of science: they are colleges because they collaborate on research, attend the same conferences, cite each other and share the same social affiliations and professional attitudes; they are invisible, because they are not institutionalised or apparent to people outside their field (Blashfield, 1984; Blashfield and Reynolds, 2012; Price and Beaver, 1966) . A basic assumption is that researchers are influenced by the approaches and traditions they have studied under and that dominate the institutions in which they work, and that these 'noncognitive' factors influence the direction of research (Harari, 2001) . Blashfield (1984) found one of these invisible colleges surrounding the Feighner paper by looking at the citations leading up to the DSM-III. Analysing the references given in the official Work Group proposal, Blashfield and Reynolds (2012) found signs of an invisible college made up of the university affiliation and citation patterns of the group members.
While invisible colleges have positive effects, in this particular instance, it might explain the failure of the proposed model. For example, the Work Group failed to discuss influential models such as Theodore Millon's (2011) dimensional model of PDs or the theories of influential neo-analysts such as Kohut and Kernberg. The argument is that a lack of authority in the psychiatric as well as in the psychological community further weakened the Work Group's proposal. What it does show, however, is how social-psychological and political elements influence research and professional practice. The analogy of a biological taxonomy is therefore not entirely adequate when it comes to the science of psychiatric classification.
An objection to these two elements would be that they are mutually incompatible, since they point to two different divisions, namely between psychiatrists and psychologists on the one hand, and in-groups of researchers on the other. However, neither explanation should be seen as complete, but instead as processes influencing behaviour. They are compatible because they do not claim to be exhaustive. Thomas Kuhn' s theory of scientific progress provides a meta-framework for these approaches. Although the term 'paradigm-shift' has been used to describe the hybrid model (Lanier et al., 2013; Skodol et al., 2013b; Widiger, 2013) , no paper has explicitly referred to Thomas Kuhn' s original use of the term in his philosophy of science. 'Paradigm' has become so ubiquitous and has been used in so many ways that it is in danger of becoming an empty concept (Andersen and Faye, 2006) . However, the theory originally proposed by Kuhn in 1962 and revised until his death holds promise as an integrative framework to describe the evolution of the science of psychiatric nosology as a social-psychological enterprise.
Insights from Kuhn's philosophy of science

An outline
Kuhn thought that research communities are best understood as science-based professions and research as a kind of social behaviour. Most of the time, scientific research is normal science, defined as 'a strenuous and devoted attempt to force nature into the conceptual boxes supplied by professional education' (Kuhn, 1974 (Kuhn, [1962 : 5). It is a process of 'mopping-up' and assimilation, of solving the puzzles set out by the overarching set of scientific findings and methods that all members of a community of researchers adhere to. Researchers subject themselves to paradigms through their education and membership of a certain community of science, akin to what we saw above concerning professional jurisdiction. Changes of the governing paradigm, scientific revolutions, are caused by recurring, accumulating anomalies that cannot be prescribed to the individual researcher. The following extended period of crisis leads to a gestalt switch, where the old paradigm is gradually superseded by a new paradigm. The new paradigm is said to be incommensurable with the old one, because translating concepts between paradigms is not possible without a loss of meaning (Kuhn, 1970) . The paradigm fundamental to a science is a kind of mindset prerequisite to having the shared concepts in a community, and not the concepts in themselves. The analogy here is that of evolution by speciation as opposed to mutation. Science is not cumulative in the same way Popper or the logical positivists thought.
Normal science in psychiatry and psychology
The historical efforts to classify psychopathology mirror Kuhn's fundamental ideas. The state of disarray in the field before the 20th century, the gradual emergence of distinct approaches, and the eventual dominance of a neo-Kraepelinian approach fit Kuhn's idea of the move from a period of pre-scientific research to a widely accepted paradigm and normal science. The DSM-III can be said to be the result of a specific paradigm set out in Robins and Guze's (1970) work on validation. It was based on a textbook, an essential element in the move to normal science (Kraepelin, 1899; Kuhn, 1974 Kuhn, [1962 ). It had scientific principles and assumptions about the nature of psychopathology as qualitatively distinct mental disorders. Furthermore, it presented a bounded set of puzzles to solve, as set out in the Feighner paper (Feighner et al., 1972; Kendler et al., 2010) . The proponents of this approach specifically felt themselves a part of a 'paradigm' (Klerman, 1978) . Institutionalised in the APA, normal scientific research in this paradigm consisted of validating distinct syndromes and discovering common aetiologies via laboratory markers of disease. The paradigm is supplied by the psychiatrists' training in the medical model and the neo-Kraepelinian 'paradigm' (Klerman, 1978) .
The continuation of a categorical model of PDs fits the framework set out by what might be called the neo-Kraepelinian paradigm. It is important here to acknowledge that normal science is not a lesser form of science than revolutionary science, a view erroneously attributed to Kuhn (Baltas et al., 2000) . The theory is largely conservative and places emphasis on the continuity of science, even in the face of anomalies. Scientific progress in the sciences is only possible within a paradigm. Showing the field of psychiatry to be conducting normal science is therefore not in itself a criticism. Psychiatry cannot be understood as mono-paradigmatic, at least not in the same way as, for instance, physics. It does seem clear, however, that there has been a dominant paradigm, which has had both informal support through invisible colleges and formal support through institutionalisation of its approach.
Within psychology, the last hundred years can best be described as pre-scientific, where different paradigms struggle for dominance (Kuhn, 1974 (Kuhn, [1962 ). Nevertheless, this might have changed in the last two decades, as least concerning the study of the structure of personality. In the 1990s, Kuhn argued that work in psychology and the social sciences was beginning to resemble normal science (Kuhn, 2000) . The relative consensus on a five-factor trait structure and the large body of empirical research support this view, even if any single term describing a scientific field with hundreds of researchers and research communities will inherently be an ideal-type model. The strength of this approach is its ability to explain the events surrounding the DSM-5 PDs.
Paradigm change, revolution and gestalt switch
The evidence of the dimensionality of PDs now appears as a single anomaly amongst many rather than a falsification of a categorical approach. The 'DSM-5 debacle' follows a course similar to other crises within a science. The neo-Kraepelinian paradigm has failed to identify specific biological markers of DSM PDs, the diagnostic co-occurrence has not been adequately dealt with, and the diagnoses have failed to provide coverage of personality pathology. The main problem is therefore not only that another model has accrued more empirical support, but that the internal consistency of the existing model is low. The sine qua non of categorical concepts consists in their being mutually exclusive and collectively exhaustive. Discord from within psychiatry and pressure from without is more readily explained from a Kuhnian perspective of crisis rather than from a positivist perspective. Other signs of crisis involve the loss of support from the National Institute of Mental Health and more overt criticism from psychological circles. In this way, this is a crisis stemming both from the failures of the old paradigm, and the emergence of a new one.
This perspective is also better than its falsificationist equivalent in explaining the emergence of an alternate model, which also has its weaknesses and limitations. If a theory had to adhere to the standard of falsification, says Kuhn (1974 Kuhn ( [1962 ), every theory would be born falsified.
The alternate, emerging paradigm is incompatible with the traditional medical model, but perhaps not with the idea of endophenotypes or 'subclinical markers' of psychopathology (Widiger, 2012) .
Ultimately, adding to the failure of the model are the problems inherent in a hybrid model that tries to bridge two paradigms. According to the incommensurability thesis, even though individuals can be 'bilinguals', concepts cannot simply be carried across the chasm between paradigms, which explains why the proposal was met by resistance from both camps. But if paradigms are largely unconscious mental frameworks, would this not mean that change in the conceptualisation of PDs in the future is also unlikely? An argument against this is the possibility of one paradigm superseding another not because of a dying-out of a generation of practitioners, but by individuals making the gestalt switch to the new paradigm. As such, a scientific revolution as something that occurs slowly and over an extended period explains the controversies over the DSM-5 quite well. This also does not rule out progress in conceptualisation: that by changing paradigms we actually come closer to describing 'something permanent, fixed, and stable' (Kuhn, 2000: 104) .
An overarching Kuhnian framework
The theoretical, empirical and pragmatic evidence pointing towards a dimensional conceptualisation of PDs combines with anomalies in the neo-Kraepelinian paradigm to produce a crisis in the field and disagreement on which road to take in the future. However, the dominant paradigm is still categorical with a conceptualisation of psychopathology as disease, and the momentum of a tradition of normal scientific research is still with us, because reconceptualisation to a dimensional model is neither cognitively primary nor an easy task. Different educational backgrounds make for different perspectives within the field of psychopathology, and issues of professional jurisdiction further hinder a change. Admitting to a dimensional model of PDs risks fundamental change to other diagnoses as well.
The Work Group members failed to take these things into account, largely because they themselves constituted an invisible college. The hybrid model attempted to span two paradigms, and was subsequently criticised by practitioners from both communities. The incommensurability or taxonomic differences created a kind of untranslatability. In other words, the odds were heavily stacked against a hybrid dimensional-categorical model. That it was not rejected entirely, but placed in section III of the DSM-5, tells us something about the future of the field.
Limitations of the approach
Two limitations of the framework as it is used here are particularly relevant. First, it follows from this framework that no entirely objective criteria with which to judge the conceptualisation of PDs exist. As such, one might argue that this defeats the purpose of this paper, namely to discuss the two approaches. If there are no objective criteria, all perspectives are equal. However, this relativistic stance is not necessary. Even if the lack of the 'perspectiveless perspective' is accepted, this is not as problematic for a Kuhnian view of science as it might seem. There is a normative aspect to the approach, and rationality to the gestalt switches. Bilingualism means that individuals can change paradigms and weigh the merits of each approach. Furthermore, the Kuhnian framework is stronger than both a falsificationist approach and a post-modernist approach in explaining the events. On the one hand, a falsificationist approach does not seem to be able to explain the events surrounding the continuation of the categorical model. On the other hand, a post-modernist approach, which would assert that no criteria for choosing between paradigms are possible, would also throw away the possibility of progress in the sciences. This seems counter-intuitive in light of the progress actually observed on a continual basis and would in essence mean that any discussion of paradigms would be fruitless.
Second, another criticism of this approach is that it deals largely with ideal types. In reality, the field is more complex than this framework admits to. However, the very concept of a model is a simplification of a complex reality. And even in a complex field, distinct positions emerge, positions that we have argued align with what would be expected from the sociology of professions and the philosophy of science literature. The strength of a model is its ability to explain and predict, and the Kuhnian framework has been able to explain the events described in this paper.
Towards the ICD-11
Empirical studies of the hybrid model of PDs continue to emerge. Over time, clinicians might become more accustomed to this model, which might increase the support for it in psychiatric circles. Selective research endowments from the National Institute of Mental Health might also make the change more likely. But even though the Institute supports a dimensional approach, they also argue for a strict biologically based approach to psychopathology, characterising all mental disorders as brain diseases, which might be problematic for other approaches to psychiatry.
The next big change to psychiatric classification is the International Classification of Diseases, 11th Revision (ICD-11), scheduled to be released in 2017. The diagnoses of PDs in the International Classification of Diseases, 10th Revision (ICD-10) are categorical, but the chair of the ICD-11 Working Group for the Revision of Personality Disorders, Peter Tyrer (2012 Tyrer ( , 2013 , is supporting a radical shift to a dimensional trait model of PDs. The ICD-11 proposal comprises a severity rating in each of four trait domains. Even though it is more comprehensively dimensional than the DSM-5 Personality and Personality Disorders Work Group proposal, this means that it is also mono-paradigmatic. According to the framework outlined above, the ICD-11 proposal therefore stands a better chance of being accepted. As such, it presents a possible test of this framework.
Conclusion
A discussion of scientific progress is ultimately incomplete unless it also acknowledges researchers as psychological beings and the influence of social-psychological processes on research communities. The primary reason why the proposed hybrid dimensional-categorical model failed to gain traction as the superior conceptualisation of PDs was that it tried to bridge two incommensurable worldviews and therefore failed to garner support from either.
The evidence pointing to the superiority of a dimensional model of PDs over a categorical one is substantial. With signs of discontent from influential groups in the debate, the path seems set for a paradigmatic change to the conceptualisation of not just PD, but perhaps psychiatric nosology in general, in the upcoming ICD-11 and the abandonment of research into categorical entities. This might set the stage for a change in a future revision of the DSM. This change, however, is some years away. Until then, the classificatory system of PDs will remain fundamentally flawed, as it does not reflect the best understanding of what constitutes mental illness, largely due to extra-scientific factors and fears of a possible paradigm shift having influenced modern psychiatric classification.
